Discriminant value of psychological distress, symptom profiles, and segmental colonic dysfunction in outpatients with severe idiopathic constipation R L Grotz, J H Pemberton, N J Talley, D M Rath, A R Zinsmeister Abstract Severe idiopathic constipation can be categorised based on physiological testing into subgroups including slow transit constipation and pelvic floor dysfunction. This study aimed to determine if colonic and psychological symptoms, or rectosigmoid transit times, could discriminate among these subgroups. Patients, categorised according to total colonic transit times and pelvic floor function testing, completed a self report questionnaire that recorded symptoms and psychological distress. Patients with normal transit constipation (n=60) had significantly increased depression scores compared with those who had slow transit constipation (n= 70) or pelvic floor dysfunction (n= 30). The general severity index (GSI, a measure of overall psychological distress) negatively but weakly correlated with total colonic transit (r=-0-26, p<001). A feeling ofanal blockage was the only symptom that was associated with pelvic floor dysfunction (v normal transit constipation). Only a more regular defecation pattern, utilisation of different postures to defecate, and a feeling of incomplete evacuation were associated with slow v normal transit constipation. Psychological or colonic symptoms were not, however, significant discriminators in a multivariate analysis. Rectosigmoid transit times at 80% sensitivity had very poor specificity for discriminating pelvic floor dysfunction from other subgroups. It All study subjects were mailed a questionnaire with a letter explaining the study and requesting their participation. Additional questionnaires with a reminder letter were sent to non-responders three, six, and nine weeks after the first mailing. Aftel 12 weeks, the remaining non-responding subjects were telephoned by the investigator and personally interviewed when possible.
Measurement of gastrointestinal symptoms -a self administered questionnaire was developed to measure gastrointestinal symptoms. The survey was based upon the bowel disease questionnaire, which has previously been shown to be reliable and valid in studying outpatient populations."4 15 Subjects were instructed to answer all questions relating to symptoms within the past year only. If the subjects had had subtotal colectomy and ileorectostomy for slow transit constipation or pelvic floor retraining for pelvic floor dysfunction, the subjects were instructed to answer questions pertaining to symptoms during the year before therapeutic intervention. The survey was assembled using questions that included gastrointestinal, colonic, and anorectal symptoms. The questionnaire used in this study comprised 58 symptom items, five childhood questions, and 15 past and present health items. Questions pertaining to constipation, obstructed defecation, and past medical or surgical problems related to gastrointestinal symptoms were included. The instrument was pretested by giving the questionnaire by interview to 33 patients and then retesting with a self administered mailed questionnaire two weeks later.
Measurement ofpsychological distress -the self administered questionnaire measured psychological distress using the valid brief symptom inventory (BSI). This is a shortened version of the Hopkins symptom checklist (SCL-90-R), which has been used previously to evaluate constipated patients. three comparisons. Linear regression analysis was used to assess the association between total colonic transit times (ranks) and psychometric scores (the general severity index). Finally, logistic regression analysis was used to identify the psychometric scores and symptom items that would separately discriminate slow transit constipation v normal transit constipation, pelvic floor dysfunction v normal transit constipation, and slow transit constipation v pelvic floor dysfunction, adjusting initially for age and sex and, in separate models, for segmental transit times.
Results
Of the 184 patients studied, most (87.5%)
were women, and the mean age was 45 years (interquartile range 34-59). Among these patients, 70 were classified as slow transit constipation, 30 pelvic floor disorder, 24 both slow transit and pelvic floor disorder, and 60 normal transit constipation (Table I) . Patients with both slow transit constipation and pelvic floor dysfunction were not considered in the primary analyses.
PSYCHOLOGICAL DISTRESS Table I summarises the distributions of the BSI scores in each of the subgroups. The GSI showed a weak, negative correlation with total colonic transit (r=-0-26, p<0-01), and the overall r2 value was only 0 09 ( Figure) . Of the nine subscales, depression and the GSI scales were significantly different among the four groups, although differences in phobic anxiety, obsessive-compulsive, and interpersonal sensitivity were of borderline significance (Table I) General severity index Correlation between overall psychological distress and total colonic transit time in the study population (n= 184) (note: some points represent multiple values).
COLONIC SYMPTOMS Table II summarises The limitations of this study need to be considered. We evaluated, retrospectively, only patients referred to a tertiary centre because no readily identifiable cause for chronic constipation had been found and conventional treatment modalities had failed. Therefore, our population is probably not at all similar to patients seen by general practitioners. The possibility of response bias also needs to be considered. Even though we achieved an overall response rate of 67%, we cannot exclude the possibility that non-responders may have different psychological or clinical profiles. While we were careful to use strict criteria defined a priori for the subgrouping of patients, and even though this study represents one of the largest series yet reported, it is still possible that if the sample sizes had been greater, more striking differences in clinical and psychological variables would have been evident.
In conclusion, our findings suggest that clinical symptoms and psychological variables cannot discriminate among categories of severe idiopathic constipation. Extensive physiological testing therefore remains the optimal method of evaluation when management strategies for patients with severe intractable constipation are being planned. 
